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I. Overview 
 
 

 

West Virginia was awarded our approval to proceed with our Demonstration Project, 

Safe at Home West Virginia, on October 14, 2014.  Safe at Home West Virginia is high fidelity 

wraparound aimed at 12-17 year olds currently in congregate care settings in West Virginia or 

out-of-state and those at risk of entering a congregate care setting.  West Virginia also plans 

to universalize the use of the WV CANS across child serving systems.     

 

Recognizing the way we have traditionally practiced may not always result in the best 

possible outcomes for our children and families, we are now engaging in a process that 

creates a new perspective.  In partnership with youth and families, we will collaborate with 

both public and private stakeholders, including service providers, school personnel, behavioral 

health services, probation, and the judicial system to demonstrate that children currently in 

congregate care can be safely and successfully served within their communities.  By providing 

a full continuum of supports to strengthen our families and fortifying our community-based 

services, we can demonstrate that youth currently in congregate care can achieve the same or 

higher indicators for safety and well-being while remaining in their home communities. 

 

Safe at Home West Virginia ²ǊŀǇŀǊƻǳƴŘ ǿƛƭƭ ƘŜƭǇ ƛƳǇǊƻǾŜ ƛŘŜƴǘƛŦƛŎŀǘƛƻƴ ƻŦ ŀ ȅƻǳǘƘΩǎ 

ŀƴŘ ŦŀƳƛƭȅΩǎ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎΤ ǊŜŘǳŎŜ ǘƘŜ ǊŜƭƛŀƴŎŜ ƻƴ ŎƻƴƎǊŜƎŀǘŜ ŎŀǊŜ ŀƴŘ ƭŜƴƎǘƘ ƻŦ ǎǘŀȅ ƛƴ 

congregate care; reduce the reliance on out-of-state residential care; improve the functioning 

of youth and families, including educational attainment goals for older youth; improve 

timelines for family reunification; and reduce re-entry into out-of-home care.  The benefits of a 

wraparound approach to children and families include: 

 

¶ One child and family team across all service environments; 

¶ ¢ƘŜ ŦŀƳƛƭȅΩǎ ǿǊŀǇŀǊƻǳƴŘ Ǉƭŀƴ ǳƴƛŦƛŜǎ ǊŜǎƛŘŜƴǘƛŀƭ ŀƴŘ ŎƻƳƳǳƴƛǘȅ ǘǊŜŀǘƳŜƴǘΤ 

¶ Wraparound helps families build long-term connections and supports in their 

communities; 

¶ Provides concurrent community work while youth is in residential care for a smooth 

transition; 

¶ wŜŘǳŎŜǎ ǘƘŜ ƻŎŎǳǊǊŜƴŎŜ ŀƴŘ  ƴŜƎŀǘƛǾŜ ƛƳǇŀŎǘ ƻŦ ǘǊŀǳƳŀǘƛŎ ŜǾŜƴǘǎ ƛƴ ŀ ŎƘƛƭŘΩǎ ƭƛŦŜΤ 

¶ Access to mobile crisis support, 24 hours per day, seven days per week; and 
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¶ Crisis stabilization without the need for the youth to enter/re-enter residential care. 

 

 

As we begin to redirect funds from congregate care using a universal assessment and 

thresholds; changing our culture of relying on bricks and mortar approaches to treatment; and 

implementing wraparound to prevent, reduce, and support out-of-home care, we will free up 

funding to redirect into building our community-based interventions and supports.  We will 

use the assessed target treatment needs from the WV CANS to guide our decision about the 

best evidence-informed treatment for the targeted needs at the community level and begin to 

develop a full array of proven interventions to meet the individual needs of children and 

families in their communities.  This approach and model will lead to our children getting what 

they need, when they need it, and where they need it.  It will also enhance our service delivery 

model to meet the needs and build on the strengths of the families of the children. 

 

There are no significant changes in the design of our interventions to date. 
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Theory of Change 

We implement CANS and NWI 

So That 

We have clear understanding of family strengths and needs 

And 

A framework/process to address those strengths and needs 

So that 

Families will receive the appropriate array of services and supports 

And  

Are more engaged and motivated to care for themselves 

So that 

Families become stabilized and/or have improved functioning 

So that 

Families have the knowledge and skills to identify and access community services and supports 

and can advocate for their needs 

So that 

Children are safely maintained in their home and/or community 

And  

Families are safe, healthy, supported by community, and are successful 
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 CANS and NWISSSSS 

 
Safe at Home West Virginia Theory of Change 

 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

We implement CANS and NWI 

We have clear understanding of 
family strengths and needs 

A framework/process to address 
those strengths and needs 

Families receive the appropriate 
arrray of services and supports 

Families are more engaged and 
motivated to care for themselves 

Familes become stabilized 
and/or have improved 

functioning 

Families have the knowledge and 
skills to identify and access 

community services and suports 
and can advocate for their needs 

Children are safely maintained in 
their home and/or community 

Families are safe, healthy, and 
supported by community ,and 

are successful 
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Safe at Home West Virginia Logic Model 
 

Inputs Interventions Outputs 
Outcome 
Linkages 

Short-term 
Outcomes 

Intermediate/ 
System 

Outcomes 

¶ Youth 12-17 in 
open cases  

¶ Flexible 
funding under 
Title IV-E 
waiver 

¶ CAPS/CANS 
tools 

¶ Caseworkers 
trained in 
wraparound 
service 
provision 

¶ Multi-
disciplinary 
team 

¶ Courts 

¶ Coordinating 
agencies 

¶ Service 
providing 
agencies 

¶ CAPS/CANS 
assessments 
to determine 
need for 
wraparound 
services 

¶ Intensive Care 
Coordination 
model of 
wraparound 
services 

¶ Next Steps 
model of 
wraparound 
services 

¶ Number of 
youth

1
 

assessed with 
CAPS/CANS 

¶ Number of 
youth and 
families 
engaged in 
wraparound 
services while 
youth remains 
at home 

¶ Number of 
youth 
engaged in 
wraparound 
services while 
in non-
congregate 
care out-of-
home 
placement 

¶ Number of 
youth 
engaged in 
wraparound 
services while 
in congregate 
care 

¶ Compre-
hensive 
assessments 
lead to service 
plans better 
aligned to the 
needs of the 
youth and 
their families 

¶ Delivery of 
services 
tailored to the 
individual 
needs of the 
youth and 
families 
results in 
stronger 
families and 
youth with 
fewer 
intensive 
needs 

¶ More youth 
leaving 
congregate 
care 

¶ Fewer youth in 
out-of-state 
placements on 
any given day 

¶ More youth 
return from 
out-of-state 
placements 
 

¶ Fewer youth 
enter 
congregate 
care 

¶ The average 
time in 
congregate 
decreases 

¶ More youth 
remain in their 
home 
communities 

¶ Fewer youth 
enter foster 
care for the 
first time 

¶ Fewer youth 
re-enter foster 
care after 
discharge 

¶ Fewer youth 
experience a 
recurrence of 
maltreatment 

¶ Fewer youth 
experience 
physical or 
mental/ 
behavioral 
issues 

¶ More youth 
maintain or 
increase their 
academic 
performance 

 
 
 
 

                                                           
1
 All references to youth in the logic model refer to youth in open cases who are between 12 and 17. 
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II. Demonstration Status, Activities, and Accomplishments 
 

  

Implementation of Safe at Home West Virginia officially launched on October 1, 2015 in 

the 11 counties of Berkley, Boone, Cabell, Jefferson, Kanawha, Lincoln, Logan, Mason, 

Morgan, Putnam, and Wayne with the first 21 youth being referred for Wraparound 

Facilitation.  West Virginia also began the process of universalizing the CANS across child 

serving systems.   

 

As of March 31, 2016, 121 Youth have been enrolled in Safe at Home West Virginia.  

West Virginia has returned 16 Youth from out-of-state residential placement back to West 

Virginia and 19 Youth have stepped down from in-state residential placement to their 

communities.  We have been able to work with 37 at risk youth to prevent residential 

placement.   
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 On October 7 and 8, 2015 West Virginia Department of Health and Human Resources 

Secretary Karen Bowling hosted a Three Branch Conference to celebrate the kickoff of Safe 

at Home West Virginia.  The conference focused on the launching of Safe at Home West 

Virginia and Trauma focused interventions.  The conference was opened by ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ 

First Lady Joanne Jaeger Tomblin with Traumaςinformed care specialist Dr. Allison 

Sampson-Jackson conducting an engaging session on Trauma-informed interventions and 

care. 

 

Leading up to our first Safe at Home West Virginia referrals West Virginia developed a 

program manual and family guide as well as DHHR/BCF policies, desk guides and trainings.  

All staff and providers were provided with Wraparound 101 training, an overview of the 

wraparound process, Family and Youth engagement training that is part of our Family 

Centered Practice Curriculum, and CANS training.  The West Virginia Department of Health 

and Human Resources (DHHR) instituted weekly email blasts that go out to all DHHR staff 

and our external partners.  These email blasts focused on educating us on the 10 principles 

of Wraparound, family and youth engagement, and ongoing information regarding Safe at 

Home West Virginia.  We also implemented a bi-monthly newsletter that reaches all of our 

staff and external partners, a one page flyer to be used with any community awareness, 

conducted presentations across the state as well as media interviews and private meetings 

with partners. 

 

 ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ Ǉƭŀƴ ŦƻǊ ƛƳǇƭŜƳŜƴǘŀǘƛƻn includes 3 phases with Phase 1 having begun 

on October 1, 2015.  Phase 2 is projected to begin late summer to early fall of 2016 and 

Phase 3 is projected to begin the summer of 2017.    
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 In July 2015, in preparation for Phase 1 implementation, the Bureau for Children and 

Families released a request for applications for Local Coordinating Agencies to hire and 

provide Wraparound Facilitators.  The grant awards were announced on August 25th.  The 

grants provided startup funds for the hiring of wraparound facilitators and to assure a daily 

case rate for facilitation and flexible funds for providing the necessary wraparound services. 

 

 The Local Coordinating Agencies were allowed to hire their allotted wraparound 

facilitators in 3 cohorts.  West Virginia believed this would be the best process to use to 

assure their ability to hire and train their staff as referrals began to flow. 

 

 The local DHHR staff began pulling possible cases for referral for review and staffing 

during the months of August and September so that the referral process could go smoothly 

and the first referrals sent to the Local Coordinating Agencies on October 1, 2015. 

 

 West Virginia ƘŜƭŘ ŀƴ άƻƴōƻŀǊŘƛƴƎέ ƳŜŜǘƛƴƎ ǿƛǘƘ ǘƘŜ [ƻŎŀƭ /ƻƻǊŘƛƴŀǘƛƴƎ !ƎŜƴŎƛŜǎ ƻƴ 

September 16th to assure consistency move forward.  We then held monthly meetings for 

the first 4 months and have moved to semi-monthly or quarterly.  These meetings allow for 

open discussion and planning with regard to our processes and outcomes.    

 

 CANS training and certification as well as Wraparound 101 training continue in the 

phase 1 Counties to assure new staff hires have the required trainings while also moving to 

the phase 2 Counties.   West Virginia also continues with the identification and certification of 

WV CANS Advanced CANS Experts (ACES) to provide ongoing training and technical assistance. 

This is proceeding as planned. 

 

 There are no significant changes in the design of our interventions to date but there 

have been innovations.  Within the first 2 months of implementation the Safe at Home West 

Virginia !ŘǾƛǎƻǊȅ ǘŜŀƳ ōŜƎŀƴ ŎƻƴŘǳŎǘƛƴƎ ά.ŀǊǊƛŜǊ .ǳǎǘƛƴƎέ ǊŜǾƛŜǿǎ ŀƛƳŜŘ ŀǘ ŀǎǎƛǎǘƛƴƎ ƭƻŎŀƭ ǎǘŀŦŦ 

and wraparound facilitators with problem cases that were not moving forward.  During this 

timeframe our evaluator also conducted process surveys.  In order to address the issues 

identified through the process evaluation surveys and case reviews, West Virginia developed a 

90 day intensive work plan.  Updates were made to the DHHR Policy, training, referral review 

process, program manual, monthly progress report, wraparound plan, as well as training of 

content experts.  As issues have become apparent West Virginia has developed plans to 
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address them.  The Program Manual, BCF Policy, and all pertinent documents and forms are 

updated and posted on the Safe at Home West Virginia website at safe.wvdhhr.org. 

 

 The plan for development of content experts as part of a training process was 

originally identified and mapped out in our implementation plan.  As part of the intensive 

work plan to address identified innovations West Virginia has developed a white paper 

overview of the experts and focused more specifically on their training and development.  

The home team determined that there was need for a larger group of individuals to be 

designated as content experts in order to meet the ongoing technical assistance need.  More 

experts were identified and notified in February and March and received a one day overview 

of their expectations and then the Wraparound 101 overview.  Further training is being 

developed and deployed and will be discussed in Section V. 

 

Through this process and in partnership with the Bureau for Behavioral Health and 

Health Facilities (BHHF), we have identified the need for further wraparound training and 

consultation for our wraparound facilitators.  This process will begin in April and be addressed 

in section V.    

 

From July-December 2015 West Virginia conducted 20 WV CANS training sessions.  As of 

March 17, 2016, 505 BCF staff attended CANS training and 375 are certified.  This continues as 

planned. 

West Virginia also worked with our Evaluator, Hornby Zeller Associates, to create 

automated WV CANS.  All Phase 1 DHHR and Local Coordinating Agency staff have been trained 

in the use of the automated WV CANS and have begun entering WV CANS and subsequent 

updates.  West Virginia has been using the CANS since 2003.  It has been updated to the WV 

CANS 2.0.  WV CANS 2.0 is a revision that fully incorporates the National Child Traumatic Stress 

Network Trauma CANS.  It adds several modules to strengthen our current version of the WV  

CANS which are:  juvenile delinquency sub-module; expectant and parenting sub-module; 

commercial sexual exploitation youth sub-module; GLBTQ sub-module; intellectual and 

developmental disabilities sub-module; 0-5 population sub-module; substance abuse sub-

module; fire setting sub-module; transition to adulthood sub-module; and sexually abusive 

behavior sub-module.   

aŜƴǘƛƻƴŜŘ ǿƛǘƘƛƴ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ Lƴƛǘƛŀƭ 5ŜǎƛƎƴ ŀƴŘ LƳǇƭŜƳŜƴǘŀǘƛƻƴ ǊŜǇƻǊǘǎ ƛǎ {ŜƴŀǘŜ 

Bill 393.  This bill set forth very specific requirements regarding work with status offenders and 
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diversion.  West Virginia identified Evidence Based Functional Family Therapy (FFT) as a 

valuable service to the youth service population and their families as a diversion or treatment 

option.  FFT is a short term (approximately four (4) months), high-intensity therapeutic family 

intervention.  FFT focuses on the relationships and dynamics within the family unit.  Therapists 

work with families to assess family behaviors that maintain delinquent behavior, modify 

dysfunctional family communication, teach family members to negotiate effectively, set clear 

rules about privileges and responsibilities, and generalize changes to community contexts and 

relationships.   

West Virginia awarded a grant to a lead agency to facilitate service coverage and 

training throughout our state.  Clinicians were trained throughout the month of March and are 

beginning to provide this valuable therapeutic service.   FFT fits well within the wraparound 

process and has been identified as a very useful service for many of our families being served 

within Safe at Home West Virginia due to target population for FFT. 

To further assist us with moving forward with Results Based Accountability, the 

outcomes included within the Local Coordinating Agency grant agreement statements of work 

are connected to the outcomes for Safe at Home West Virginia.  All contracts and Provider 

agreements include provisions for training other wraparound team members with specialized 

roles, such as Peer Support Specialist, Parent or Youth Advocates, Mentors, and all wraparound 

team members outside of the Local Coordinating Agencies, and adherence to clear 

performance measures for families utilizing Safe at Home Wraparound.  These performance 

measure outcomes will be linked to continuation of yearly contractual relationships between 

the Bureau and each Coordinating Local Agency.  Responsibility for executing the duties of the 

contractual relationship with the Bureau rests with the Local Coordinating Agency, as well as 

development of an inclusive network of community providers in order to ensure youth and 

families receive services that are needed, when they are needed, and where they are needed.  

We continue to work with our Local Coordinating Agencies to assure that their workforce 

development meets ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ needs.   

 

tǊŜǎǘŜǊŀ /ŜƴǘŜǊΩǎ /ƘƛŜŦ 9ȄŜŎǳǘƛǾŜ hŦŦƛŎŜǊ YŀǊŜƴ ¸ƻǎǘ ŎƻƴǘƛƴǳŜǎ ǘƻ ǇǊƻǾƛŘŜ ¢ǊŀǳƳŀ-

informed Care training to individuals representing all child serving systems and the community 

at large.  This training provides an overview of the incidence and prevalence of childhood 

ǘǊŀǳƳŀǘƛŎ ŜȄǇŜǊƛŜƴŎŜǎ ŀƴŘ ŘŜǎŎǊƛōŜǎ ǘƘŜ ƛƳǇŀŎǘ ǘƘŀǘ ǘǊŀǳƳŀ Ŏŀƴ ƘŀǾŜ ƻƴ ŀ ŎƘƛƭŘΩǎ ǇƘȅǎƛŎŀƭΣ 

social, emotional, cognitive and behavioral development.  Also discussed are trauma and the 

brain, the definition of trauma-informed care as a systemic framework around which services 

are developed and provided, and the six core components of a trauma informed system of care.  
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Currently, Trauma-informed care is being redesigned to be required core training for all 

providers and BCF staff.  

  

 In March, the Bureau for Behavioral Health and Health Facilities (BHHF) released a 

Request for Applications for Grants for Local Coordinating Agencies to hire Wraparound 

Facilitators to serve 4 pilot areas of West Virginia.  The BHHF pilot project is providing high 

fidelity wraparound, modeled after Safe at Home West Virginia, to children in parental 

custody and no involvement with the child welfare system.   BHHF has worked closely with 

BCF to assure that the two programs are as similar as possible without overlap.   

 

 !ǎ ŘƛǎŎǳǎǎŜŘ ƛƴ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ Lƴƛǘƛŀƭ 5ŜǎƛƎƴ ŀƴŘ LƳǇƭŜƳŜƴǘŀǘƛƻƴ wŜǇƻǊǘ ǿŜ ƘŀǾŜ 

worked with our out-of-home partners to make changes to our continuum of care.  All our-

of-home provider agreements are being written to include performance measures.  This is 

still in process.   

 

 

 
III. Evaluation Status 
 

During the past six months Hornby Zeller Associates, Inc. (HZA), the project evaluator, 

developed its data collection tools; performed baseline interviews, reviewed documents, 

automated the Child and Adolescent Strengths and Needs (CANS) tool, prepared data extract 

ǊŜǉǳŜǎǘǎ ŦƻǊ C!/¢{Σ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ {!/²L{Σ ŀƴŀƭȅȊŜŘ ǘƘŜ Ŧƛrst six-month extract of FACTS data, 

and analyzed the first set of CANS assessments.   

Tool Development 

Hornby Zeller Associates, Inc. (HZA), the project evaluator, developed many of the data 

collection tools which will be used throughout the evaluation during the first six months.  These 

included a case review tool for determining how the project was implemented in individual 

cases (see Appendix A); four interview protocols for obtaining the perspectives and opinions of 

youth, parents, team members and wraparound facilitators (see Appendix B); and a staff survey 

to gather information on the program from the perspective of BCF staff in regions and counties 

where Safe at Home is being implemented (see Appendix C). A similar survey is being 

developed to gather information from the perspective of the wraparound facilitators.  
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Data Collection Activities 

During this first six-month period HZA conducted interviews and completed a review of 

project documentation, while also arranging for and receiving the initial extracts from the 

{ǘŀǘŜΩǎ {!/²L{Σ ŎŀƭƭŜŘ C!/¢{Φ  ¢ƘŜ ǊŜǎǳƭǘǎ ŦǊƻƳ ǘƘŜ ŦƛǊǎǘ ǘǿƻ ŀŎǘƛǾƛǘƛŜǎ ǿƛƭƭ ƛƴŦƻǊƳ the process 

evaluation, while the analysis of FACTS data will focus primarily on the outcome evaluation but 

will also contribute to the process component. 

In addition to the above data collection activities, HZA designed and implemented an 

automated version of the Child and Adolescent Strengths and Needs (CANS) tool which is being 

used by BCF and its contractors throughout the State.  Some initial data have become available 

from this source, and ultimately the results of repeated CANS administrations to individual 

ȅƻǳǘƘ ǿƛƭƭ ǇǊƻǾƛŘŜ ŀ ƳŜŀƴǎ ƻŦ ƳŜŀǎǳǊƛƴƎ ŎƭƛŜƴǘǎΩ ǇǊƻƎǊŜǎǎ ƻƴ ǿŜƭƭ-being outcomes. 

 

Baseline Interviews 

The first round of interviews was completed during the week of November 16-20, 2015, 

to evaluate the planning and development of the program, and to assess early implementation. 

HZA conducted interviews in Phase I regions and counties, which included counties from 

Regions II and III, although not all counties within those two Regions were selected to 

participate in Phase I. Counties chosen for baseline interviews were randomly selected among 

Phase I implementation counties; counties which were not included in the first round of 

interviews will be included in subsequent rounds. HZA staff completed interviews with key 

stakeholders in the following Region II counties: Kanawha, Boone, Logan, Lincoln, and Cabell; in 

Region III interviews took place in Berkeley and Morgan counties. 

I½! ƛƴǘŜǊǾƛŜǿŜŘ рл ǎǘŀƪŜƘƻƭŘŜǊǎΣ ƛƴŎƭǳŘƛƴƎ ǎǘŀŦŦ ŦǊƻƳ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ .ǳǊŜŀǳ ŦƻǊ 

Children and Families, contracted community service providers, and members of the judicial 

community. Table 1 provides a full breakdown of stakeholders interviewed by staff type. 

 

Table 1.  Stakeholders Interviewed 

Staff Category Number Interviewed 

Central Office Administrators 8 

Regional Office Administrators 6 



  Safe at Home West Virginia 
 
 

15 
Semi-Annual Progress Report ï April 2016 
 

Direct Service Staff (includes Youth Services Workers and 
Supervisors) 

11 

Community Providers (includes Contracted Service Provider 
Administrators, Workers, and Supervisors) 

13 

Judges 8 

Prosecutors 1 

Probation Officers 1 

Juvenile Justice Department Staff 2 

Total 50 

 

Documentation Review 

Table 2 provides a list of documents HZA collected at the time of the interviews with key 

stakeholders. These documents are key to understanding the processes, policies, and 

ŎƻƴŎŜǇǘǳŀƭ ŦǊŀƳŜǿƻǊƪ ƎǳƛŘƛƴƎ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ƛƳǇƭŜƳŜƴǘŀǘƛƻƴΦ ¢ƘŜ ŘƻŎǳƳŜƴǘǎ ŀƭǎƻ ŜȄŜƳǇƭƛŦƛŜŘ 

how the state engages with their stakeholders and the public in regard to Safe at Home and 

provided insight into the prƻƎǊŀƳΩǎ ǇǊƻƎǊŜǎǎƛƻƴΦ !ŘŘƛǘƛƻƴŀƭƭȅΣ ǘƘŜ ŘƻŎǳƳŜƴǘŀǘƛƻƴ ǊŜǾƛŜǿ 

provided a solid context for the interview analysis. 

 

 

Table 2. Safe at Home West Virginia Documents Reviewed 

Training Curriculum and Schedules 

The 10 Principles of Wraparound 

Safe at Home Training Schedule 

Policies and Laws 

Youth Transitioning Policy 

Youth Services Policy 

Governor Tomblin Signs Senate Bill 393, Juvenile Justice Reform 

Safe at Home West Virginia BCF Policy 

Child Protective Services Policy 

Safe at Home West Virginia Policy Desk Guide 

Guides, Manuals, and Handbooks 

The National Wraparound Initiativeôs Wraparound Implementation Guide: A Handbook for Administrators 
and Managers 

Safe at Home West Virginia: A Familyôs Guide to Wraparound 

Safe at Home Fact Sheet 

Safe at Home West Virginia FAQs 

Safe at Home West Virginia Program Manual 
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Table 2. Safe at Home West Virginia Documents Reviewed 

Community Collaborative Safe at Home Semi-Annual Report Form 

Safe at Home WV Wraparound Planning Form 

Safe at Home WV Referral Wraparound Form 

Reports, Plans, and Organizational Charts 

The Safe at Home West Virginia Implementation Work Plan 

The Safe at Home West Virginia Initial Design and Implementation Report (IDIR) 

The Department of Health and Human Resources Organizational Chart 

BCF Organizational Chart 

BCF Regional Map 

The Safe at Home West Virginia Title IV-E Waiver Application 

Public Announcements, Outreach, and Other Media 

The Quarterly Newsletter (5) 

Safe at Home Funding Announcement (Phase I) 

Safe at Home Funding Announcement (Phase II) 

WV Metro News: New program aimed at keeping more at-risk kids at home 

Safe at Home West Virginiaôs Email Blasts (31) 

Safe at Home West Virginia Speaking Points 

WV Public Broadcasting: Investigation: W.Va.ôs Mental Health Services for Children Not in Compliance with 
Federal Law 

State Journal: WV DHHR cabinet Secretary Karen Bowling responds to DOJ criticism of stateôs handling of 
children with mental health needs 

Governor Tomblin Announces Launch of Safe at Home Program 

DHHR Press Release: DHHR Launches Safe at Home West Virginia (9/30/2015) 

DHHR Press Release: DHHRôs Safe at Home WV Project Continues to Progress (12/14/2015) 

DHHR Press Release: Safe at Home Providing 100 Youths an Alternative to Institutional Care (2/16/2016) 

DHHR Press Release: DHHR Seeking Applications for Phase Two of Safe at Home West Virginia (3/3/2016) 

Safe at Home WV Printable Flyer 

 

Child and Adolescent Strengths and Needs   

During the first few months of implementing Safe at Home, HZA developed an online 

CANS tool for receiving agencies and caseworkers to use. The tool, which mirrors West 

±ƛǊƎƛƴƛŀΩǎ ǇŀǇŜǊ ŀǎǎŜǎǎƳŜƴǘ ǘƻƻƭΣ ŜƴŀōƭŜǎ ǳǎŜǊǎ ǘƻ ƛŘŜƴǘƛŦȅ ǘƘŜ ǎǘǊŜƴƎǘƘǎ ŀƴŘ ƴŜŜŘǎ ƻŦ ȅƻǳǘƘ ŀƴŘ 

allows for ease of access across participating agencies; it also provides the evaluative team with 

ready access to assessment data to measure progress on outcomes. Data are recorded in at 

least eight modules, with actionable items automatically identified when ratings of particular 

items reach specified values. The tool also prompts users to complete sub-modules or 

additional assessments when certain factors are identified within the main modules. In January, 
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HZA conducted a series of webinars to train staff in Phase I local coordinating agencies and BCF 

ƻƴ Ƙƻǿ ǘƻ ƴŀǾƛƎŀǘŜ ŀƴŘ ǳǎŜ ǘƘŜ ǘƻƻƭΦ ! ¦ǎŜǊΩǎ DǳƛŘŜ ǿŀǎ ŘŜǾŜƭoped and provided to users as a 

reference tool.  

Of the 120 youth who participated in Safe at Home during the first six months of 

implementation, at least one CANS was completed for 69 youth. Twenty-five youth had one 

subsequent assessment completed and three had two subsequent assessments completed. A 

CANS is to be completed upon referral to wraparound, every 90 days thereafter and again at 

discharge. 

Data from FACTS 

I½! ǿƛƭƭ ǳǎŜ Řŀǘŀ ŦǊƻƳ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ŎƘƛƭŘ ǿŜƭŦŀǊŜ ƛƴŦƻǊƳŀǘƛƻƴ ǎȅǎǘŜƳ ǘƘǊƻǳƎƘƻǳǘ ǘƘŜ 

evaluation to measure outcomes, e.g., reduced length of stay or reduced number of youth re-

entering foster care, and to compare those outcomes to an historical comparison group of 

youth matched to those referred to Safe at Home. A comparison group was selected from 

youth known to BCF between SFYs 2010 to 2015 with characteristics similar to the 120 youth 

who were referred to the program during the first six months. Demographic data, case history 

and qualifying characteristics such as mental health status and juvenile justice involvement 

were used to match youth to the treatment group. Because the kinds of data available vary 

between youth in substitute care and youth at home, and because placement at the time of 

referral is likely to be a strong influencing factor, youth in the treatment group were partitioned 

into five subgroups according to referral and placement type: out-of-state psychiatric facilities 

and group care; in-state psychiatric facilities and group care; emergency shelters; family foster 

care placements; and youth at home. Cases selected into the comparison groups are in the 

same placement types and are statistically similar to those in the corresponding treatment 

groups.   

Tables provided in Appendix D illustrate the quality of the matches between youth in 

the treatment and comparison groups.  There are no statistically significant differences 

between them. 
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IV. Significant Evaluation Findings to Date 
 

Process Evaluation Results 

Answers to process evaluation research questions, presented below, help to identify the 

efforts being taken by West Virginia to implement Safe at Home. 

 

How was the planning process conducted?  

As reported in the Safe at Home West Virginia Initial Design and Implementation Report, 

the state utilized community Collaboratives to help identify service needs for Safe at Home. 

Community Collaboratives consist of Department of Health & Human Resources (DHHR) staff 

and community partners from a variety of fields (e.g., juvenile services, behavioral health, 

education, etc.), who work together to identify service gaps in their communities so plans can 

be made to address those gaps. Additionally, six Safe at Home work groups were created with 

specific goals and responsibilities, and consisted of team members with expertise in each 

particular area. The work groups were overseen by the DHHR Safe at Home Oversight Team and 

the BCF Home Team, and included the following:  

¶ the Service Development Work Group (includes sub-groups for Service 

Implementation and Wraparound Design, Supports, and Services),  

¶ the Practice Development Work Group,  

¶ the Communications Work Group,  

¶ the Evaluation Work Group,  

¶ the Fiscal Accounting and Reporting Work Group,  

¶ the IV-E Revitalization Work Group, and  

the Data Work Group. 

In addition to the work groups and community Collaboratives, the State has made a 

substantial effort to educate key stakeholders and the general public on the program. Examples 

of public and stakeholder outreach include: personal meetings between DHHR staff and judges; 

weekly email blasts to over 1,000 recipients; quarterly newsletters; press releases; the 

development of a wraparound expert team; the creation of speaking points; a printable flyer; 
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trainings; new policy and policy revision; a Safe at Home website and email; a program manual; 

and guides for families, DHHR staff, and service providers. 

 

Ten of the thirteen community providers interviewed stated they were involved in the 

planning process in some capacity, and twelve of the thirteen believed that the planning 

process was inclusive. None of the judges interviewed were involved in the planning process 

and a couple of them stated that they would have liked more judicial representation during the 

planning period. 

 

How was the demonstration organized, including staff structure, funding, 

administrative oversight, and problem resolution?  

Contracted community providers are responsible for hiring wraparound facilitators who 

will play a key role in program implementation by developing and facilitating wraparound 

services for youth. All of the community providers interviewed reported they did not have to 

make any major organizational changes to successfully implement the program aside from 

hiring the wraparound facilitators or moving current staff into that position. According to the 

Safe at Home funding announcement, contracted agencies are to receive $70,000 in start-up 

grants for each wraparound facilitator and a daily rate of $136 for each child participating in 

Safe at Home; the daily rate excludes reimbursement for services which are billable to 

Medicaid. 

Some community providers indicated they were enjoying the collaborative effort with 

DHHR.  Similarly, some direct service, central, and regional office staff expressed relief about 

the collaboration with wraparound facilitators, because they believed it could result in lighter 

caseloads.  On the other hand, some BCF caseworkers stated they were not confident in 

ǳƴŘŜǊǎǘŀƴŘƛƴƎ ǘƘŜƛǊ ǊƻƭŜ ƛƴ ǘƘŜ ǇǊƻƎǊŀƳΦ  ¢ƘŜ ŎŀǎŜǿƻǊƪŜǊΩǎ ǊƻƭŜ ƛǎ ŘŜŦƛƴŜŘ ƛƴ ǘƘŜ Safe at Home 

policy, and it does require flexibility. 

In the wraparound process the worker will continue to facilitate the traditional roles of 

problem identifier, case manager, treatment provider, and permanency planner, but 

how the worker plays the role will shift from plan-to-plan. Some plans may require the 

worker to be more intensively involved in helping to identify informal supports, while 

another plan sees the worker taking a less involved presence and acting as an equal to 

the rest of the team. Workers should remain flexible in how, when, and where they 

ŎƻƴǘǊƛōǳǘŜ ǘƻ ǘƘŜ ǇƭŀƴΩǎ ǎǳŎŎŜǎǎΦ 
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A Safe at Home West Virginia policy desk guide was created for caseworkers and 

concisely outlines their role. One supervisor in Region II reported she holds meetings to ensure 

that her staff are aware of the hierarchy and structure between DHHR staff and community 

providers. Direct service staff from both Regions said they were comfortable asking their 

supervisor any questions they had about the program. 

Regional office staff spoke about a wraparound expert team, responsible for educating 

stakeholders and answering any questions they may have about Safe at Home or wraparound 

services. Additionally, the Safe at Home website lists an email address which is available for 

anyone to submit questions and concerns about the program, or for subscription to the weekly 

email blasts. The state also includes a Safe at Home FAQs document on the website for 

troubleshooting common issues. 

 

What number and type of staff were involved in implementation and how long 

were the implementation periods?  

The wraparound facilitator is a new position created for the Safe at Home program, with 

contracted community providers responsible for hiring the facilitators. The wraparound 

facilitator plays a crucial role in maintaining fidelity to the wraparound model, and is 

responsible for:  

¶ coordinating services among multiple agencies,  

¶ engaging community partners and facilitating creative service delivery,  

¶ ensuring the wraparound process remains family driven and strengths based,  

¶ facilitating all team meetings and establishing ground rules and  

¶ developing a crisis safety plan with the family.  

 

Wraparound facilitators must ensure that family team meetings occur at a minimum of 

every 30 days, and they are to meet with families, face-to-face, at least once a week. 

Contracted community providers in the Phase I implementation counties (Mason, 

Putnam, Kanawha, Cabell, Lincoln, Boone, Wayne, Logan, Berkeley, Jefferson, and Morgan) 

were required to have one third of their wraparound facilitators hired, trained, and ready to 

accept referrals by October 1, 2015. The following one third were to be hired and ready by 
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February 1, 2016, and the final group of wraparound facilitators are to be ready by June 1, 

2016.  Eight community providers received contracts to serve as Safe at Home providers as part 

of Phase I.  The number of wraparound facilitators which the providers were to hire ranged 

between two and twelve, with a total of 42 wraparound facilitators to be hired in Region II and 

ten in Region III for Phase I. 

Community providers claimed that it was difficult to find qualified applicants for the 

wraparound facilitator position because the entire State is experiencing workforce issues, e.g., 

there are not enough qualified workers throughout the State to meet workforce demands. Six 

of the 13 community providers interviewed reported there was not enough time between the 

receipt of their contracts in September and the October 1, 2015 roll-out to hire and train 

wraparound facilitators.  

Grants have been awarded to six licensed behavioral health providers to act as local 

coordinating agencies for Phase II.  These local coordinating agencies are to hire and train staff 

to prepare to accept referrals by late summer to early fall. 

 

How was the service delivery system for the Waiver defined?  

¢ƘŜ /ƘƛƭŘ tǊƻǘŜŎǘƛǾŜ {ŜǊǾƛŎŜǎ ǇƻƭƛŎȅ ǿŀǎ ǳǇŘŀǘŜŘ ƛƴ Wǳƭȅ нлмр ǳƴŘŜǊ ǎŜŎǘƛƻƴ άпΦмт hǳǘ-

of-ƘƻƳŜ {ŀŦŜǘȅ ǇƭŀƴΣέ ŀƴŘ ƭƛǎǘǎ ǘƘŜ ŦƻƭƭƻǿƛƴƎ ǇƻǇǳƭŀǘƛƻns as eligible for the program. 

¸ƻǳǘƘΣ ŀƎŜǎ мн ǘƻ мт όǳǇ ǘƻ ǘƘŜ ȅƻǳǘƘΩǎ мтǘƘ ōƛǊǘƘŘŀȅύΣ ǿƛǘƘ ŀ diagnosis of a severe 

emotional or behavioral disturbance that impedes his or her daily functioning (according to a 

standardized diagnostic criteria) currently in out-of-state residential placement and cannot 

return successfully without extra support, linkage and services provided by wrap-around. 

¸ƻǳǘƘΣ ŀƎŜǎ мн ǘƻ мт όǳǇ ǘƻ ǘƘŜ ȅƻǳǘƘΩǎ мтǘƘ ōƛǊǘƘŘŀȅύΣ ǿƛǘƘ ŀ ŘƛŀƎƴƻǎƛǎ ƻŦ ŀ ǎŜǾŜǊŜ 

emotional or behavioral disturbance that impedes his or her daily functioning (according to a 

standardized diagnostic criteria) currently in in-state residential placement and cannot be 

reunified successfully without extra support, linkage and services provided by wrap-around. 

¸ƻǳǘƘΣ ŀƎŜǎ мн ǘƻ мт όǳǇ ǘƻ ǘƘŜ ȅƻǳǘƘΩǎ мтǘƘ ōƛǊǘƘŘŀȅύΣ ǿƛǘƘ ŀ ŘƛŀƎƴƻǎƛǎ ƻŦ ŀ ǎŜǾŜǊŜ 

emotional or behavioral disturbance that impedes his or her daily functioning (according to a 

standardized diagnostic criteria) at risk of out-of-state residential placement and utilization of 

wrap-around can safely prevent the placement. 

¸ƻǳǘƘΣ ŀƎŜǎ мн ǘƻ мт όǳǇ ǘƻ ǘƘŜ ŀƎŜ ƻŦ ǘƘŜ ȅƻǳǘƘΩǎ мтǘƘ ōƛǊǘƘŘŀȅύΣ ǿƛǘƘ ŀ ŘƛŀƎƴƻǎƛǎ ƻŦ ŀ 
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Figure 1. Stakeholder Account of 

the Referral to Assignment Process 

Direct Service 

Worker 

Direct Service 

Supervisor 

Wraparound 

Facilitator 

Community 

Provider 

Regional Program 

Manager  

System of Care 

Worker  

severe emotional or behavioral disturbance that impedes his or her daily functioning (according 

to a standardized diagnostic criteria) at risk of in-state level 1, 2, 3 or Psychiatric Residential 

Treatment Facility residential placement and they can be safely served at home by utilizing 

wrap-around. 

The referral process was described by many of the central and regional office staff, 

direct service staff, and community providers interviewed. The process from referral to 

assignment, as descried by the stakeholders, is displayed in Figure 1.  

 

Once the direct service worker 

identifies an eligible case, it is passed 

on to the supervisor for review, then to 

ǘƘŜ wŜƎƛƻƴΩǎ ǇǊƻƎǊŀƳ ƳŀƴŀƎŜǊ ǿƘƻ 

either approves or denies the referral. 

If the referral is approved, the program 

manager sends it to a System of Care 

worker who assigns the case to a 

community provider (assignment is 

based on a rotation), and the System of 

Care worker then sends the assignment 

back to the program manager, who 

notifies the assigned community 

provider. The community provider then 

assigns the case to a wraparound 

facilitator. Wraparound facilitators are 

permitted to have no more than ten 

Safe at Home cases at one time. 

Regional office staff and community 

providers both reported that there was 

confusion at the beginning of implementation with direct service staff making some 

inappropriate referrals. However, both groups indicated that these issues were being resolved 

and improvements had already been made. 
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Stakeholders stated that wraparound services differ from traditional services because 

ǘƘŜȅ ŀǊŜ ǘŀƛƭƻǊŜŘ ǘƻ ƳŜŜǘ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭ ȅƻǳǘƘΩǎ ƴŜŜŘǎΦ LƴǎǘŜŀŘ ƻŦ ƳŀƴŘŀǘƛƴƎ ǎŜǊǾƛŎŜǎΣ ȅƻǳǘƘ 

and their families are integral participants in forming the plan for services, which is carefully 

monitored and changed when necessary. Services are both formal and informal, allowing the 

wraparound team to think creatively when developing a plan. The goal is to transition youth 

from reliance on formal supports to natural supports, which should sustain support for youth 

and their families after formal supports are no longer a part of their lives. Interviewees agreed 

that the wraparound approach could lead to success for youth. 

The Safe at Home West Virginia program manual describes the wraparound process 

from beginning to end, with specific goals for each phase of wraparound. Table 3 displays the 

four phases of wraparound, along with the corresponding goals for each phase. 

Table 3. Wraparound Phases and Service Provider Goals 

Phase Corresponding Goals 

Engagement and Team 
Preparation 

¶ Orientation to the wraparound process 

¶ Exploration of strengths, needs, culture, and vision 

¶ Stabilization of crises 

¶ Engagement of additional team members 

¶ Arrangement of meeting logistics 

Initial Plan Development ¶ Development of an initial wraparound plan 

¶ Development of crisis/safety plan 

Implementation ¶ Implementation of the initial wraparound plan 

¶ Revisiting and updating of the initial plan 

¶ Maintenance of team cohesiveness and trust 

Transition ¶ Plan for cessation of formal wraparound 

¶ Create a ñcommencementò 

¶ Follow up with the family 

 

 {ǘŀƪŜƘƻƭŘŜǊǎ ŀŎǊƻǎǎ ǎǘŀŦŦ ŎŀǘŜƎƻǊƛŜǎ ǎƘŀǊŜŘ ŎƻƴŎŜǊƴ ŀōƻǳǘ ǘƘŜ ǎǘŀǘŜΩǎ ŀōƛƭƛǘȅ ǘƻ ƳŜŜǘ ǘƘŜ 

service demands of youth, particularly in the more rural areas. Seven of the eight judges, one 

prosecutor, one probation officer, and two staff from the juvenile justice department 

interviewed agreed with the goals and concepts of Safe at Home, but also thought that these 

goals were unrealistic. One of the main explanations given for those that shared this belief was 

the lack of community-based service options. Central office staff acknowledged this challenge 

and stated that the goal was to expand the services currently offered by providers, and to 

develop services where they are needed. 
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What role did the courts play in the demonstration; what is the relationship 

between BCF and the courts?  

Stakeholders across staff categories agreed that the courts will play an integral role in 

the success of the program. Community providers, direct service staff, and regional and central 

office staff agreed that judges hold a powerful position in deciding placement for youth, and 

many stakeholders believe that judges have been too punitive, and currently use placement as 

a form of punishment. However, over half of the judges interviewed wanted the program to 

provide them with more options beyond out-of-community, residential placement. Some 

judges were defensive about their use of out-of-state placement. For example, one judge stated 

that the courts are often blamed for the high number of youth placed out of state, but they are 

not presented with enough community-based alternatives to keep youth home. Additionally, 

most judges agreed with the premise of Safe at HomeΣ ōǳǘ ǿŜǊŜ ǎƪŜǇǘƛŎŀƭ ŀōƻǳǘ ǘƘŜ ǇǊƻƎǊŀƳΩǎ 

ability to accomplish anything. 

A few of the judges, the probation officer and prosecutor said that, overall, they have a 

positive working relationship with DHHR, but some minor issues do exist. One judge stated 

ǘƘŀǘΣ άǘƘƛǎ ƛǎ ǘƘŜ ōŜǎǘ ǎŜǘ ƻŦ 5IIw ǎǘŀŦŦ L ƘŀǾŜ ǿƻǊƪŜŘ ǿƛǘƘ ƛƴ ŀōƻǳǘ ǘŜƴ ȅŜŀǊǎΦέ A couple of 

judges reported problems with ƭƻŎŀƭ 5IIw ǿƻǊƪŜǊǎΣ ŀƴŘ ŀǊƎǳŜŘ ǘƘŀǘ ǘƘŜ ǇƻǎƛǘƛƻƴΩǎ ƘƛƎƘ 

turnover rate causes inconsistencies in service recommendations. Another judge stated that, 

άǘƘŜǊŜ ƴŜŜŘǎ ǘƻ ōŜ ƳƻǊŜ ŘƛǊŜŎǘ ƛƴǘŜǊŀŎǘƛƻƴ ōŜǘǿŜŜƴ 5IIw ŀƴŘ ƧǳŘƎŜǎΦέ 

 

What contextual factors may impact the Waiver results?  

Many stakeholders across staff categories stated that, overall; the State is very poor, 

which has resulted in a lack of community-based services. Many stakeholders noted that it will 

take a lot of time, effort, and money to develop needed services. Some community providers 

stated that poverty has created workforce issues, making it a challenge to attract qualified 

applicants for the wraparound facilitator position. 

Many stakeholders also stated that there is a significant drug crisis throughout the 

State. According to data from the Center for Disease Control, in 2014 West Virginia had the 

highest rate of death from drug overdoses in the country.2 When judges were asked what they 

perceived as the greatest issues facing 12-17 year olds in their courts, the most common 

response was substance abuse among both youth and their parents. Additionally, some 
                                                           
2
 http://www.cdc.gov/drugoverdose/data/statedeaths.html 



  Safe at Home West Virginia 
 
 

25 
Semi-Annual Progress Report ï April 2016 
 

stakeholders argued that the drug problem made it difficult to recruit appropriate potential 

foster parents for youth. 

Many stakeholders cited Senate Bill 393 as an element that could strengthen the 

program, since the Bill allows a juvenile with a status/misdemeanor offense to be referred to a 

truancy diversion specialist for informal resolution rather than being sent directly to congregate 

placement. Additionally, a few stakeholders reported that wraparound is not new to West 

Virginia. The state piloted a program called Next Step Community Based Treatment (CBT) 

through a grant in the late 1990s. The program experienced success in Region II, but was 

unsuccessful in its expansion throughout the rest of the state. Some stakeholders viewed this 

prior program as a strength, demonstrating that wraparound could be successful again. 

However, a couple of stakeholders feared that Safe at Home would run into the same issues 

that led to the demise of CBT. 

 

Outcome Evaluation 

 

The Population 

Over the first six months of implementing Safe at Home West Virginia, Phase I counties, 

which are located in Regions II and III, referred 122 youth for wraparound services. Two of the 

referrals from the latter half of March 2016 were not yet recorded in FACTS yielding 120 

referrals for the balance of this analysis. At the time of referral, 37 of those youth were placed 

in in-state congregate care facilities and 30 in out-of-state congregate care facilities. Of the 53 

youth designated by the Bureau of Children and Families (BCF) as in a preventive placement at 

the time of referral, two were placed with relatives, six were in emergency shelters and 45 

remained in their own homes.  

 

 

Table 4 displays the initial placement types of youth referred for inclusion in Safe at 

Home. 
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Table 4. Placement Types for Phase I Referrals 

 In-state Out-of-state Preventive Totals 

Group Residential Care 29 20 - 49 

Psychiatric Hospital (short term) 1 - - 1 

Psychiatric Hospital (long term) 7 10 - 17 

Kinship/relative  - - 2 2 

Agency emergency shelter - - 6 6 

Remain at home - - 45 45 

Totals 37 30 53 120 

 

Seventy-two percent of the youth were between the ages of 14 and 16 at the time of 

referral, while nearly two-thirds (64%) were male.  The disproportion of males was highest in 

out of state congregate care settings, where 88 percent of the youth were male.  The two youth 

who were referred while placed in a detention center were both male.   

 

The majority of youth were white (88%) 

while 19 percent were black.3  The percentage of 

black youth referred to the program is 

substantially higher than the overall percentage 

of black youth in West Virginia (5%4) and lower 

than the average percentage of black youth in 

foster care between 2010 and 2015, which 

ranged from 31 to 35 percent between calendar 

years 2010 to 2014. 

 

 

 

 

                                                           
3
 The percentage of youth by race will total to more than 100 percent as youth may be categorized as a member of 

more than one racial group. 
4
 Percentage of youth is based on the average percent of black youth in West Virginia between 2010 and 2014, as 

reported via the Office of Juvenile Justice and Delinquency Prevention Easy Access to Juvenile Populations website 
(www.ojjdp.gov/ojstatbb/ezapop/). 
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²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ǇǊƻƧŜŎǘ ƛƴŎƭǳŘŜǎ ōƻǘƘ ŎƘƛƭŘ ǿŜƭŦŀǊŜ ŀƴŘ ƧǳǾŜƴƛƭŜ ƧǳǎǘƛŎŜ ǊŜŦŜǊǊŀƭǎΤ 

however, it is not easy to distinguish cleanly between them because most Safe at Home youth 

have some evidence of juvenile justice involvement, but many had an open case with child 

welfare prior to that.  For example, looking at the congregate care referrals from within the 

state (n = 37), 35 of them have some evidence of juvenile justice involvement, whether in an 

Axis IV diagnosis (indicating trouble with the law: n = 6), a detention placement prior to the 

referral (n = 9), or a juvenile justice-ordered removal (n = 33).  Given the juvenile justice-

ordered removal, 24 of them would be considered youth services cases rather than child 

welfare cases.  Eleven ƻŦ ǘƘŜ ȅƻǳǘƘΩǎ ŎǳǊǊŜƴǘ ŎŀǎŜǎ ƘŀŘ ōŜŜƴ ƻǇŜƴ ŦƻǊ ƳƻǊŜ ǘƘŀƴ ŀ ȅŜŀǊ ǇǊƛƻǊ ǘƻ 

removal, while 21 were known to child welfare for less than six months prior to removal. 

For out-of-state congregate care referrals (n = 30), 24 had some evidence of juvenile 

justice including 17 with an Axis 4 diagnosis, 23 with a juvenile justice -ordered removal and 

seven with a prior detention placement.  However, only three of those youth had been known 

to child welfare for more than a year prior to removal. 

For the Preventive Referrals where the youth are in the home, the evidence of juvenile 

justice involvement is much less common:  only two thirds of the 45 youth have evidence of 

juvenile justice involvement: 19 with an Axis 4 diagnosis, 26 with a previous (not current) 

juvenile justice -ordered removal, and two with a prior detention placement.   
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Broadly speaking, Safe at Home West Virginia is designed to improve the safety, 
permanency and well-being of youth, ages 12 to 17.  When used preventively, the program is 
trying to have fewer children enter foster care in the first place or, when they do, to have fewer 
entering congregate care and more remaining in their own communities. Data from FACTS are 
used to inform many of the outcome measures with data for the few youth with a subsequent 
CANS assessment completed used to measure the extent to which ǘƘŜ ȅƻǳǘƘΩǎ ŦǳƴŎǘƛƻƴƛƴƎ Ƙŀǎ 
improved. 

 

Placement in Congregate Care and Outside the Home Community 

.ŜǘǿŜŜƴ нлмл ŀƴŘ нлмпΣ ǘƘŜ ǇƭŀŎŜƳŜƴǘ ǊŀǘŜ ƻŦ ²Ŝǎǘ ±ƛǊƎƛƴƛŀΩǎ ȅƻǳǘƘΣ5
  ages 12 to 17, 

who incurred an initial entry into foster care ranged from 9.0 to 9.6 per thousand. The 

placement rate is substantially higher for black youth while the rate for white youth is similar to 

the statewide rate, as shown in Figure 3. 

 

 

Males were slightly more likely to enter foster care than females.  Placement rates for males 

ranged from 9.6 to 10.9 between 2010 and 2014, and 8.3 to 9.3 for females during those same 

years. Over time the evaluators will determine if Safe at Home has made an impact on 

placement rates in congregate care. 

                                                           
5
 Population counts for youth ages 12 to 17 were gathered from the Office of Juvenile Justice and Delinquency 

Prevention Easy Access to Juvenile Populations (www.ojjdp.gov/ojstatbb/ezapop/). 
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As can be surmised from Table 4, 

67of the 120 youth referred to 

participate in Safe at Home during the 

first six months of the program were 

living in a congregate care setting at the 

time of referral, 30 of them in an out-of-

state facility. By the end of March 2016, 

more than half of those out of state had 

been returned to West Virginia, with 14 

youth (47 percent of the total) moving to 

a lower level of care.  The comparison 

group shows very similar results.   

Improvement was also evidenced 

for 22 of the 37 youth initially placed in 

an in-state congregate care facility.  Of 

the youth first placed in a congregate 

care facility, regardless of where that 

facility was located, 39 percent were 

returned to their homes. 

As shown in Figure 4, success was 

also evidenced for youth who were in 

lower levels of care to start or remained 

with their families when referred to Safe at Home.  Two of the 45 youth who were at home at 

the start of the program were placed in an out-of-state congregate care facility by the end of 

March.  Five of the youth who began Safe at Home while in a family setting were placed in an 

in-state congregate care setting and two youth who had been in emergency shelters were 

placed in detention. 

 When the placement status of youth in the comparison group is examined six months 

following case opening or from the point in which the youth satisfy the Safe at Home referral 

criteria, the overall results are not substantially different from the treatment group.  However, 

there is less movement from one setting to another among youth in the comparison group. 

Figure 4. Placement Status of 

Treatment Group 
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Figure 5. Placement Status of 

Comparison Group 

As is illustrated in Figure 

5, the outcomes are similar for 

the comparison group in this 

time period, with both groups 

ending up with similar 

distributions of youth in each 

placement type.  The principal 

difference is a larger number of 

comparison youth (31) in in-state 

congregate care placements 

compared to Safe at Home youth 

(24).  Safe at Home youth are 

slightly more likely to be in 

Emergency Shelters or family 

foster care. 

Beyond the extent to 

which youth remained in their 

homes, data in FACTS were also 

used to measure the extent to 

which youth are remaining in 

their home communities.  Among 

the 39 youth who were in 

substitute care at the time of 

referral to Safe at Home and incurred at least one placement change within the six months 

following referral to the wraparound program, nearly two-thirds (64 percent) of the placements 

ǿŜǊŜ ƻǳǘǎƛŘŜ ǘƘŜ ȅƻǳǘƘΩǎ ƘƻƳŜ ŎƻǳƴǘȅΦ  aƻǎǘ ƻŦ ǘƘŜ ƻǳǘ-of-county placements involved 

placement into an agency emergency shelter or group residential care setting.  When the 

results are compared to a matched comparison group, within six months a smaller number of 

youth incurred more than one placement change. However, 75 percent of those placements 

ǿŜǊŜ ƻǳǘǎƛŘŜ ǘƘŜ ȅƻǳǘƘΩǎ ƘƻƳŜ ŎƻǳƴǘȅΣ ƘŀƭŦ ƻŦ ǿƘƛŎƘ ƛƴǾƻƭǾŜŘ ŀ ǎǘŀȅ ƛƴ ŀ ƎǊƻǳǇ ǊŜǎƛŘŜƴǘƛŀƭ ŎŀǊŜ 

facility.       

A different picture emerges when examining the number of entries into congregate care 

during the first six months of implementation compared to a six-month interval for the 

comparison group.  The 30 Safe at Home youth in out-of-state congregate care placements at 

referral had a total of 457 days outside of congregate care, and had a total of seven new 


